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L’antibioprophylaxie periopératoire en cas 
d’hémorrhoïdectomie est-elle nécessaire ? 
 
La maladie hémorroïdaire est bien connue du grand public en raison de sa 
grande fréquence. Les hémorrhoïdectomies sont réalisées dans une zone 
tissulaire souillée par la flore microbienne commensale et pathogénique. 
En décembre 1992, une conférence de consensus sur 
«l’antibioprophylaxie en milieu chirurgical chez  l’adulte » s’est tenue à 
Paris et a recommandé une antibioprophylaxie de routine pour les actes 
chirurgicaux pratiqués en zone contaminée comme l’hemorrhoïdectomie 
[9]. Le but de notre travail rétrospectif était d’évaluer le taux d’infection 
postopératoire afin de pouvoir déterminer la nécessité d’une 
antibioprophylaxie peropératoire lors d’hémorrhoïdectomie. 
 
Lors d’une hémorrhoïdectomie selon Milligan Morgan, les plaies restent 
ouvertes et exposées à la flore microbienne commensale mais les soins 
d’hygiène locaux post-opératoires protègent contre des surinfections.  Le 
tissu périanal se défend remarquablement contre les germes saprophytes 
grâce au drainage veineux et lymphatique.  Jusqu’au 1994, seuls quatre 
cas d’abcès hépatiques ont été documentés.  Un cas d’un abcès hépatique  
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 à Streptococcus intermedius, un agent étiologique le plus 
fréquemment rencontrés dans les abcédations hépatiques, a été décrit en 
1996.  Il s’agit d’un patient qui a développé un abcès hépatique 
d’évolution fatale en période post-opératoire d’une hémmoroidectomie, 
malgré une antibioprophylaxie par un dérivé imidazole conformément 
aux recommandations de la conférence de consensus [42].  
 
Parmi les complications post-hémorrhoïdectomies, à court terme, on 
trouve les hémorragies (2.0% à 7,6%)  qui peuvent se produire dans les 
heures ou les jours suivant l’intervention (voir tableau 1 (Table 1)).  Un 
pic thermique transitoire,  fréquent le lendemain de l’intervention, est  lié 
à des bactériémies passagères [43, 2]. D’exceptionnels abcès 
intrahépatiques, des embolies pulmonaires septiques ou infection de 
prothèse de genou ont été décrits [44].   Les complications à moyen et à 
long terme, sont des hémorragies (1%), les suppurations locales et les 
fissures qui restent  rares [36]. 
 
La Méthode  
Nous avons effectué une étude rétrospective sur les dossiers de 114 
patients opérés selon la technique de Milligan et Morgan, de juin 1995 à 
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 septembre 1997 dans le cadre de la consultation de proctologie, à 
l’Hôpital Cantonal Universitaire de Genève. Nous avons évalué la 
température des patients et les complications survenues en postopératoire 
jusqu’à leur sorti de l’hôpital.  Ensuite nous avons recueilli dans les 
dossiers ambulatoires les problèmes septiques ainsi que les complications 
survenues.  Le dernier contrôle était fait à six semaines postopératoire 
pour tous les patients. 
 
Selon les observations de Wunderlich, la température moyenne de la 
population générale âgée de 18 à 40 ans est 36,8 +/- 0,4 (98,2 +/- 0,7°F). 
La température maximale à 6H est 37,2 (98,9°F) pour  la population 
générale  (99ème percentile) [23,40].  Selon ce critère, dans cette étude, la 
fièvre est définie comme une température matinale supérieure à 37,2°C.   
 
Le Résultat 
Parmi les 114 patients, sept patients (6%) ont présenté une température 
entre 37,3°C et 38,0°C le jour de l’opération (D0) (ce à dire avant 
l’opération); deux parmi ces sept patients ont maintenu leur température 
élevée pendant leur séjour hospitalier, pour les restes de patients leurs 
températures sont retournées dans la norme.  Le premier jour  
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postopératoire (D1) sept patients (6%) ont développé des températures 
entre 37,3 et 38,0, une personne avait 38,6°C (tableau 2, graphique  
(graph)).  Le deuxième jour postopératoire (D2) les températures se sont 
toutes normalisées sauf pour trois personnes qui ont maintenu une 
température élevée, mais leurs températures sont devenues normales le 
troisième jour post-opératoire (D3). Les examens complémentaires (la 
formule sanguine complète, les protéines C-réactives (CRP), 
l’hémoculture et l’uricult)  effectués pour le patient avec la température 
38,6°C  étaient dans la norme ; et dans les trois jours suivant l’opération, 
la température s’est normalisée sans traitement. Aucun de patients n’a 
développé d’accès fébrile le troisième jour post-opératoire.  Aucune 
complication septique n’est à signaler. 
 
La Conclusion 
Dans cette étude, bien qu’aucun patient n’ait reçu d’antibiotiques,  ils ont 
tout évolué favorablement sans complication septique. Nous en concluons 
que le risque de bactériémie est minime et qu’une élévation transitoire de 
la température peut être banalisée.  Pour cette raison, une 
antibioprophylaxie n’est pas nécessaire, et doit être limitée aux seuls 
patients à risque par exemple les porteurs de prothèses vasculaires, 
valvulaire ou de la hanche. 
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L’INTRODUCTION  
 
Les infections post-interventions sont un problème majeur auquel sont 
confrontés quotidiennement les chirurgiens. De nombreux programmes 
ont été élaborés afin de surveiller et de contrôler ces infections.  En 
décembre 1992, la société française d’Anesthésie et Réanimation à Paris a 
organisé une conférence de consensus sur l’utilisation d’antibiotique 
comme prophylaxie avant chaque intervention chirurgicale. 
 
Les experts ont conclu à un bénéfice net d’une prophylaxie lors 
d’intervention dans un milieu contaminé, comme pour une 
hémorroïdectomie.  Ils proposent l’utilisation de 500mg de métronidazole 
per os, 60 à 100 minutes avant l’intervention est obligatoire [9]. 
 
La sphère anorectale contient une abondance des micro-organismes 
bactériens potentiellement pathogéniques.  Nous devrions alors nous 
attendre à un taux significatif d’infections après hémorrhoïdectomie.  
Mais en fait les complications infectieuses sont inhabituelles.  La 
bactériémie et la septicémie ont été documentés après hémorrhoïdectomie 
mais la formation d’abcès est exceptionnellement rare.  On pense que le 
système  
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réticulo-endothélial du foie élimine les germes pathogéniques.  
Néanmoins,  
des abcès du foie isolés ont  été décrits même s’ils restent un événement 
rare après hémorrhoïdectomie  [28, 37, 42]. 
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II OBJECTIVE 
 
With regard to the recommendations of the consensus conference, this study 
was performed to answer the question « Should antibiotic prophylaxis be given 
to patients undergoing hemorrhoidectomy where antibiotic prophylaxis is still 
yet not given in our institution? » 
 
To answer this question, a retrospective study was done on the records of 125  
patients undergoing hemorrohidectomy according to Milligan Morgan without 
antibiotic prophylaxis. These patients were hospitalized and operated at the  
Visceral Surgery Clinic of the University Hospital of Geneva, between June 
1995 and September 1997.   
 
Temperature rise above 37,2°C was considered as a potential risk of bacteremia 
and this occurrence was compared with the clinical outcome [22].  The results 
obtained showed that about 6% of the patients had fever after the operation. 
None of the patients had any septic complication.  This low incidence of 
postoperative fever implies a relatively low rate of  bacteremia, and so it could 
refute the use of antibiotic prophylaxis in prevention of post-hemorrhoidectomy 
infection,  where antibiotic prophylaxis is not prescribed. 
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III HEMORRHOIDS 
 
DEFINITION 
 
Hemorrhoid is a hypertrophy of the normal anal cushions lying in the 
upper part of the anal canal.  Anal cushions comprise of a thick 
submucosa which contains blood vessels, smooth muscle, elastic and 
connective tissue.  The blood supply comes from the middle and inferior 
rectal arteries [36].  These anal cushions are apposed in a way to ensure a 
precise closure of the anal canal. 
 
 
PATHOPHYSIOLOGY 
 
Internal hemorrhoids result from congestion of the superior hemorrhoidal 
plexus and hypertrophy of the cushion located above the dentate line, 
called the « corpus cavernosum recti » by Stelzner [35, 34]. They are 
covered by mucosa. As these vessels are connected with those located 
below the dentate line, external hemorrhoids may develop. External 
hemorrhoids arise from the congestion of the inferior hemorrhoidal 
plexus and are covered by modified squamous epithelium.  They occur 
below the dentate line. 
 
Several different mechanisms explain the result of hemorrhoids: 
 - Dysregulation of the arteriovenous shunt at the level of the 
glomerular formation. 
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    - Insufficient return of blood through the superior rectal veins 
resulting in a swelling of the cushions. 
 - Increased intra-abdominal pressure with compression of the 
venous pedicle during straining in constipation, during efforts to empty 
the bladder in cases of prostatic adenoma, and during pregnancy. 
 - Prolonged sphincter hypertonicity diminishing return of blood 
through the transsphincteric shunts. 
 - High resting pressure leading to incomplete relaxation during 
defecation and increased shearing forces on anal cushions [19, 26, 27]. 
 
Chronic or repeated venous congestion results in a stretching of the 
ligament of Parks and hypertrophy followed by breaking of the muscle of 
Treitz.  As the mucosa is no longer fixed to the muscular coat, an 
intermittent prolapse may appear followed by a permanent prolapse [17, 
26, 31, 30]. 
 
 
CLASSIFICATION 
 
Hemorrhoidal disease may be staged as follows: 
 
First-degree hemorrhoids or simple hypertrophy of the corpus 
cavernosum recti, are said to be present when they bulge into the lumen 
of the anus, without prolapse. They may result in painless bleeding. 
 
Second-degree hemorrhoids prolapse upon straining during bowel 
movements but reduce spontaneously.  At this stage, the corpus  
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cavernosum recti looses its properties of continence; patients complain of 
intermittent watery and mucosal exudate. 
 
Third-degree hemorrhoids may protrude outside the anal canal but may 
be manually reduced.  The protruding cushions may become sclerotic 
with painful epidermal metaplasia, and surface venectasia may develop. 
 
Fourth-degree hemorrhoids are manually irreducible, sclerotic, and 
frequently accompanied by skin tags. 
 
Only third and fourth degree hemorrhoids require surgery 
 
 
SURGICAL TREATMENT 
 
The goal of the operation is to excise all hemorrhoidal tissue and 
redundant mucosa. There are numerous surgical procedures, a few of  
which  include: 
-   Excision of the anal canal mucosa, according to Whitehead [39]. 
- Submucosal stripping of the hemorrhoidal plexus, as proposed by 
Eisenhammer [13]. 
- Open excision, as described by Milligan and Morgan [28]. 
- Semi-open or semi-closed excision with suture of the mucosa [14]. 
- Closed hemorrhoidectomy with complete suture of the wounds, as 
described by Parks [30]. 
- Circumferential mucosectomy (stapled haemorrhoidectomy) [8]. 
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Since patients who were observed for this thesis underwent the open-
exision hemorrhoidectomy described by Milligan Morgan, this procedure 
is described here. Prior to the operation, each patient is submitted to 
sigmoidoscopy to exclude additional pathology, inflammatory bowel 
disease, and rectosigmoidal polyps or cancer.  Crohn’s disease is a 
contraindication to hemorrhoidectomy. 
 
Mucillage or bran should be taken for as long as  possible before the 
operation to stimulate regular bowel movement. 
 
The perineum is washed and swabbed with an antiseptic solution.  A local 
anesthesia with vasopressin, lidocaine 0,5% or 1%, or carboesthesine 
with long acting effect is injected  to reduce post-operative pain. 
Hemorrhoids are dissected and excised with curved scissors.  Vascular 
pedicles are ligated with resorbable sutures.  Blood vessels below the 
anoderm usually stop bleeding spontaneously, but electrocoagulation may 
be required. 
 
A nonadherent dressing is inserted into the anal canal.  A latex glove with 
a generous amount of anesthetic cream is inserted into the anus.  The 
glove ensures pressure on the skin bridges and may be easily withdrawn 
the day after surgery.  All excised tissue is sent for histopathological 
examination in order to exclude unsuspected malignancy (0.005% to 2%) 
and inflammatory lesions.  
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POSTOPERATIVE CARE 
 
Patients require analgesic drugs orally for 24 to 48 hours if there is any 
pain. There is less pain if the surgical procedure is performed under 
locoregional anesthesia rather than under general anesthesia.   
 
No restrictions are placed on diet.  The first bowel movement takes place 
24 to 48 hours after surgery.  If it does not occur, a laxative and paraffin 
oil may be prescribed.  A shower or sitz bath with a mild antiseptic 
solution or vegetable extracts such as that of camomillae fluid, is 
recommended three to four times a day and should be performed after 
each bowel movement to ensure clean wounds.  It may be useful to apply  
an anesthetic ointment during the day and a small amout of wound cream 
at night.  The wounds are protected by light pads which help to alleviate 
any soreness.  The wounds heal spontaneously by granulation and 
retraction within 3 to 4 weeks.  The risk of stenosis is reduced if bowel 
actions are regular, there is therefore no need for repeated digital 
examination or application of an anal dilator [15, 17]. 
 
Some discomfort is felt for 7 to 10 days and then rapid improvement is 
achieved, especially if wounds are kept clean [4, 38].  After the first 
bowel movement, if no bleeding occurs, the patient can be discharged 
from the hospital.  Most patients are discharged on the second or third 
post-operative day.  The patient is warned about the possibility of 
secondary hemorrhage which may occur within two weeks in less than 
1% of cases.  The patient consults the operator once a week until total 
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 healing is achieved. The final control  takes place in the sixth 
postoperative week.  
 
COMPLICATIONS OF SURGICAL TREATMENT 
 
The main early complications after hemorroidectomy under general 
anesthesia are pain, hemorrhage, urinary retention and difficulties in 
evacuation. With the use of the posterior perineal block the incidence of 
these complications are reduced;  urinary retention rate drops from 20% 
to 0,5%. The patient could therefore leave the hospital on the second or 
third postoperative day after their first bowel movement. 
 
For five consecutive years (1994 - 1999) , 750 hemorrhoid patients were 
hospitalized and treated at the Visceral clinic of Geneva Teaching 
Hospital, the following data concerning postoperative complications was 
obtained.  These results are compared with those obtained from a 
retrospective study of 1,134 cases (between 1975 and 1990) in the 
Digestive Surgery department of Saint Marguerite Hospital, Marseille, 
France [1].  For both, open hemorrhoidectomies according to the Milligan 
Morgan technique was used.  Complications in 500 patients undergoing 
closed hemorrhoidectomy analysed by Buls and Goldberg (B&G) in 1978 
are also noted in Table 1(below) for comparison. 
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Table 1  Complications of operative treatment in percentage  
 
Complication Geneva 
(%) 
Marseille 
(%) 
B&G         
(%) 
Hemorrhage 2,0 (15) 7,6 4,8 
Proctalgia X 71 0,2 
Skin tag 3,6 (27) X 6,0 
Urinary retention 1,2 (9) 10 10,0 
Fecal impaction 1,1 (8) X 0,4 
Fistula and infection 0,3 (2) 1,2 + 0,6 0,4+0 
Anal fissure 0  0,5 0,2 
Anal stenosis 0 2,9 1,0 
Incontinence 0 0,2 0,4 
X : no recorded value 
 
Since hemorrhoidectomy is carried out in a field with numerous and 
varied bacterial organisms present, surprisingly as can be deduced from 
Table 1, there is not a higher incidence of septic complications following 
the operation (both the open and closed techniques).  Infection can be 
presented in the form of perianal and ischiorectal abscesses during the 
convalescent period and probably result from activation of an overlooked 
fistulous tract. Not uncommonly, a few days after closed 
hemorrhoidectomy, inspection of the perianal wound may reveal partial 
wound dehiscence with some sloughing around the wound edges. 
 
Lal and Levitan pointed out that there could be a transient bacteremia and 
low grade fever from relatively constant release of bacteria into the  
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bloodstream from a feeding focus [23]. For example, an 8,5% rate of 
bacteremia has been reported following proctoscopic examination of 
patients with no evidence of lower intestinal disease. The causal 
organisms include Clostridial species, anaerobic streptococci, and 
Bacteroides which are normal commensals of the human colon. 
Hemorrhoidectomy being a more aggressive procedure, exposing 
submucosal tissues and blood vessels in the anal area, with its large 
bacterial population, is an obvious source for blood contamination. 
 
The wounds remain open, they are continously soiled and exposed to 
infections but since the anal tissue has its own competent system of 
cleansing bacteria the infection rate is low.  It has been hypothesized that 
the major venous drainage of the rectum, by passing through the superior 
hemorroidal veins into the portal system, is cleared of organisms by the 
reticuloendothelial system of the liver [10].  This hepatic clearance, by 
effectively removing the bacteria released into the circulation, may be 
important in minimizing the impact of rectal colonic flora in the systemic 
circulation and may be the reason why infection is an uncommon 
complication after hemorrhoidectomy.  However, isolated liver abscesses 
have been reported as a rare occurrence after hemorrhoidectomy.  In a 
series of 500 closed hemorrhoidectomies reported by Buls and Goldberg, 
there were no abscesses recorded (look at Table 1).   So far, only two  
cases of liver abscess after hemorrhoidectomy have been reported in the 
Russian Literature [37] and another two by Parikh SR and al.[29].   In 
1996, one case of fatal liver abscess by Streptococcus intermedius after 
hemorrhoidectomy  was recorded.  In this case, despite the antibiotic  
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 prophylaxis with a derivative of imidazole according to the 
recommendation of the consensus conference, a patient developed a fatal 
liver abcesss [42]. 
 
Futhermore, since sizt baths are a routine part of the post-operative care, 
most skin problems (cellulitis, abscess)  would be treated essentially in a 
prophylactic manner.  
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IV   SURGICAL INFECTIONS AND PROPHYLACTIC 
ANTIBIOTICS 
 
In general surgical practice, post-operative infections contribute 
significantly  to surgical morbidity and mortality.   A national survey in 
1984 by the Centers for Disease Control in the United States, reported 
surgical wound infections in 0,47% of all hospital discharges [8].  In a 
survey of 62,939 surgical operations, Cruse found an overall rate of 
wound infection of 4,7%, but also found that the rate markedly increased 
when pus or a perforated viscus was found at operation [12]. In this 
study, the infection rate for « clean » surgery (where no infection was 
encountered, no hollow muscular organ was opened, and no break in 
aseptic technique occurred) was 1,5%, while the rate was 7,7% after 
clean-contaminated procedures (those in which a hollow muscular organ 
was opened but minimal spillage occurred).  After contaminated 
procedures (those with acute inflammation without pus, gross spillage 
from a hollow viscus, a major break in aseptic technique during the 
operation, or acute trauma of less than four hours), a 15,2% infection rate 
was noted, and a 40% infection rate was found when pus was encountered 
at operation or where traumatic wounds had existed for more than four 
hours, that is, so-called dirty cases. 
 
 
Use of Prophylactic antibiotics 
 
On the 10th and 11th of December 1992,  the French Society of 
Anesthesia-Reanimation held a consensus conference  on the use of  
20
  
prophylactic antibiotics in surgery.  The jury came up with specific rules 
and recommendations for each type of surgery.   
 
For all types of surgery some patients are at risk of post-operative 
infection.  They include: 
- patients who are immunosuppressed, who have undergone radiotherapy 
or are undergoing corticotherapy or chemotherapy, diabetics, very old 
(>85 years), obese (presumably because adipose tissue is poorly 
vascularised)  or very thin. 
- patients with a valvulopathy or a prothesis. 
- patients who have undergone organ transplantation. 
 
Prescription of Prophylactic Antibiotics   
 
Prophylactic antibiotics (PAB) are recommended to be administered 
intravenously with  a delay of one and a half to two hours before the 
operation, if possible during anesthesia with a short duration of  24 hours 
usually (48 hours exceptionally). 
 
The antibiotic is targeted to act on definite bacteria which usually cause a 
particular infection and not on all bacteria present in that particular area.    
 
Protocol for PAB in Digestive Surgery 
 
Surgical operations involving the gastrointestinal tract (GIT) correspond 
to either a « clean » surgery in the absence of opening of the GIT, or  
more often to a « clean-contaminated » surgery if the GIT is opened.  
21
  
Hemorrhoidectomy is considered a « clean-contaminated » surgery.  A 
standard protocole proposed for digestive surgery is an antibiotic 
injection before and perhaps during the operation depending on the 
pharmacokinetic of the drug and the duration of the operation is shown in 
Table 2 (recommendation shown here are limited to the scope of this 
study) [9].  
 
 
Table 2 
Recommendation for prophylactic antibiotics in digestive surgery 
 
 
Surgical operation  Drug   Dose  Duration   
 
Proctological surgery Imidazole  0.5g preop single dose    
Metronidazole 
                              Ornidazole 
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V METHOD  
 
A retrospective study was done on the records of one hundred and 
twenty-five (125) consecutive hospitalized patients who underwent 
hemorrhoidectomy by the Milligan-Morgan method, at the Visceral 
Surgery clinic of the University hospital of Geneva (Hôpital Cantonal 
Universitaire de Genève).  They were hospitalized during June 1995 and 
September 1997. 
 
From the nurses observation chart, axillary temperatures of the patients 
on the day of the operation (D0), and the first three days after the 
operation (D1, D 2, D3) were noted.  Their sex, age, duration of hospital 
stay, past medical history, treatment before and after hemorrhoidectomy 
were studied and noted.  The patients are followed up once a week after 
discharge from the hospital for about six weeks.  Their hospital as well as 
ambulatory medical files were examined for any post-operative 
complications. For all patients who had temperatures greater than 37,2°C, 
their white blood cell count, C-reactive protein (CRP), sedimentation rate, 
blood and urinary cultures if available were carefully studied.  These 
complementary exams were not routinely done for all the patients. 
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VI RESULTS  
 
Out of the records of one hundred and twenty-five patients examined, 
only one hundred and fourteen (114) were finally used for this study.  
The records of eleven (11) patients were eliminated because either there 
was no temperature recordings or because their temperature was recorded 
only once during their hospital stay.  Out of these 114 patients, fourty-
eight (42%) were females, and sixty-six (58%) males, with an age range 
between 17 and 84 years.  These patients underwent regional perineal 
anesthesia prior to hemorrhoidectomy.  The mean hospital stay was 3 
days, with a minimum of 2 days and a maximum of 9 days. 
 
Based on Wunderlich’s original observations over 120 years ago, the 
overall mean temperature for normal individuals aged 18 to 40 years is 
actually 36,8 +/- 0,4 °C (98,2 +/- 0,7°F).  The maximum normal oral 
temperature at 6 a.m. is 37,2°C (98,9°F) and the maximum normal 
temperature at 4 p.m. is 37,7°C (99,9°F) both defining the 99th percentile 
for normal individuals [23,40]. 
 
In the Digestive surgery department, axillary temperatures were taken in 
the morning for all the patients.  Using the above criteria, a temperature 
greater than 37,2°C (98,9°F) would define a fever.  In the study, out of 
114 patients, seven (6%) had a temperature between 37,3 and 38,0°C on 
the day of the operation (D0), that is before the operation; two of them 
maintained their high temperatures during their hospital stay; for the 
remaining five patients, their temperatures returned to normal after the 
operation.  On the first postoperative day (D1), seven patients (6%) had  
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temperatures between 37,3 and 38,0°C, one had 38,6°C (Table 3, graph ).  
On the second postoperative day (D2), except for three patients, they all 
had their temperatures returned to the norm.  These three patients 
eventually had a normal temperature on the third postoperative day (D3). 
No patient developed or had fever on D3. (Table 3) 
 
None of the patients with fever had any post-operative complications.  
Complementary examinations done for the one with temperature of 
38,6°C on D2 and D3, showed negative blood and urinary cultures, with 
CRP of 42,8, and no leucocytosis (white blood cell count of 8,2 G/L 
(normal range 4,0 to 11,0 G/L). 
 
Table 3 and Graph   
The relationship between percentage of patients with a rise in 
temperature and day(s) after hemorrhoidectomy in this study. 
 
PERCENTAGE OF PATIENTS WITH TEMPERATURE 
DAY  <37,3°C 37,3>38,0°C >38,0°C 
D0 94% 6% 0% 
D1 93% 6% 1% 
D2 96% 2% 2% 
D3 99% 1% 0% 
D0 + D1 98% 2% 0% 
D1 + D2 96% 3% 1% 
D2 + D3 99% 1% 0% 
D1 + D2 + D3 99% 1% 0% 
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Graph  (Graphique ) :
  The relationship between percentage of patients with a 
specific temperature after the operation.
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The general treatment after hemorrhoidectomy is Metamucil, analgesic 
(such as Tramal, Voltarene, or morphine) and sitz baths.  However, two 
patients were treated with antibiotics after the operation on D0 without a 
specified reason.  One patient was treated for scabies with antibiotics 
(Augmentin and Flagyl) during his 8-day hospital stay.  There were three 
patients with total hip replacement, one with ear prothesis and another 
with urethral prosthesis who did not have any antibiotic prophylaxis.  
However, none of them had any post-operative complications and not 
even fever, and hence no bacteremia. 
 
During the six weeks postoperative follow up, no septic complication was 
noted in the patients’ medical files. 
27
  
VIII    DISCUSSION 
 
Several studies have shown that transient bacteremia may be induced by 
diagnostic and therapeutic measures within the large bowel and anal 
canal.    The highest incidence of bacteremia has been reported in patients 
undergoing barium enema (11.4% within the first 30 minutes after barium 
enema but all cultures were negative after 30 minutes) while its frequency 
is much less following sigmoidoscopy and colonoscopy [6, 24].  
Although it is of interest that digital rectal examination produces 
bacteremia in about 4% of patients, it in no way constitutes evidence for 
giving of prophylactic antibiotics for rectal examination in patients with 
cardiac lesions that predispose to endocarditis [20].  None of the isolates 
in the study of Hoffman BI and al were bacteria that commonly causes 
endocarditis. 
 
Hemorrhoidectomy involves a considerable mechanical manipulation of 
mucous membrane and richly vascularized tissue in an area that normally 
has a very large and varied bacterial population. The tear in the mucosa 
and capillaries should provide an ideal setting for invasion of the blood 
stream by the micro-organisms.  Thus, it can be expected that this 
procedure might be followed by low-grade, transient and asymptomatic 
bacteremia. With certain pathogens more serious problems might occur. 
Also, since the wound remains opened and is continously contaminated 
by feaces even after surgery, one would expect a high risk of infection 
which would be manifested as fever. 
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However, the result of this study indicates a low percentage of 
temperature increase, 6% between 37,3 and 38,0°C and 1% greater than 
38°C on the first postoperative day (D1).  The fever could either be due to 
patient’s response to the operation or an occult nosocomial infection.  
However, the complete blood count was within the norm and blood 
cultures taken on the day of the temperature rise was negative.  None of 
the patients developed any septic complication, and moreover, they 
recovered naturally without antibiotic treatment. 
 
Despite the fact that the liver cleanses any pathogenic organisms, isolated 
liver abscesses occur rarely after hemorrhoidectomy [29, 44].  A high 
index of suspicion is required to identify this complication in patients 
with postoperative fever.  Early diagnosis with the aid of ultrasound or 
CT will enable treatment with parenteral antibiotics, percutaneous 
drainage or both [16, 1].  Occult infection in the perianal area may be 
another cause of fever.  Septic foci not evident, may be clinically 
identified with anorectal ultrasound.  A focal collection, if identified, will 
require conventional drainage. 
 
Not uncommonly, a few days after closed hemorrhoidectomy, inspection 
of the perianal wound may reveal partial wound dehiscence  with some 
sloughing around the wound edges. Hence postoperative fever observed 
could be in response to the anal wound and perhaps, defaecation the first 
two days after the operation.  The average time for the first bowel 
movement after the operation was not observed in this study.  However, a 
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 study by Slavin and al. showed that either bacteremia after defecation 
does not occur or is a rare event in healthy individuals [33]. 
 
Bonardi and al. investigated the possibility of bacteremia after 
hemorrhoidectomy, serial blood cultures and operative wound cultures 
were obtained in cases of 36 patients undergoing routine, uncomplicated  
hemorrhoidectomy [2]. These patients had serial blood drawn every 6 
hours for 24 hours after hemorrhoidectomy; 39% of them  developed a 
fever above 99°F in the first 6 hours, 67% between 99°F and 101°F, and 
one patient had a temperature higher than 101°F ,(note that the raise of 
temperature occurs more frequently  here than in our study).  Three 
patients (8%) had positive blood cultures in the immediate postoperative 
samples. In the case of one male patient E. coli was identified, and blood 
samples from two female patients contained Bacteroides fragilis. All 
subsequent blood samples were negative and there was no further  
development of any septic complication.  
 
This study has some limitations.  Axillary temperatures are unreliable 
since the outer part of the body’s temperature could be influenced by the 
environment’s temperature.  Also, there were not enough temperature 
readings taken especially on the day of and after the operation.  However 
this could be insignificant considering the fact that none had any further 
septic complication and those with elevated body temperature had their 
temperatures returned to the norm by the third day without any antibiotic 
treatment. 
 
Fever is not the sole indication for infection.  However, fever is an 
important or useful sign for an inflammatory process in the body. Fever 
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 may be produced by many stimuli including bacteria and their 
endotoxins, viruses, yeasts, spirochetes, immune reactions, progestational  
 
 
hormones, drugs and synthetic polynucleotide. To find the actual cause of 
fever, complementary examinations (like white blood cell count, 
sedimentation rate,  CRP, chest X-ray, urine analysis), pre- and post-
operation for all the patients would be required. 
 
Infection rate is determined up till 30 days after the operation rather than 
at discharge because more than one half of the infections occur after 
discharge [21]. When the patients returned for further treatment regarding 
this, it was recorded, and since I did not note any problem in the patient’s 
medical file, it could imply that they did not later have this type of 
complication. Every patient was controlled until complete healing of the 
wounds and for about six weeks after the operation. 
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IX CONCLUSION  
 
For antibiotic prophylaxis to be recommended in anorectal surgery, the 
potential benefit for the patient has to be evaluated with regard to the 
disavantages as a whole, for example, the formation of resistant bacteria 
and the cost . 
 
According to Burke, host defenses ordinarily handle invading 
microorganisms easily [5].  In some patients, however, these defenses can 
be inhibited  by a primary disease (e.g. malignancy) or its therapy (e.g. 
steroids or immunosuppression) or by a procedure or equipment (e.g. 
insertion of foreign body prosthesis or use of the heart-lung machine).  
These patients have a high risk of infection and thus, antimicrobial 
prophylaxis is typically prescribed. If possible, it is important to try to 
improve these defenses: « Preservation and enhancement of host defenses 
is the oldest but the most neglected » of preventive measures [21]. This 
can be done by enhancing nutrition, tissue perfusion, and oxygenation as 
alternatives to chemoprophylaxis.  Immunoprophylaxis is an aid to 
improving defenses.  Immunotherapy has had outstanding success in 
preventing tetanus. 
 
Infection risks are related more to surgical techniques, and to post-
operative care, than to the choice of prophylactic antimicrobial. Careful 
surgical débridement with removal of devitalized tissue, prevention of 
hematoma, and providing adequate drainage is vital to prevent infection.  
The speed of performance as well as the complexity of the procedure 
must be considered when prescribing a prophylaxis.  Haley and his 
associates  
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classified operations lasting more than two hours as a significant 
predictor of subsequent infection [18].  Since hemorrhoidectomy lasts for 
about 15 minutes, the risk of infection would thus be low. 
 
The operating room environment and other features of preoperative and 
postoperative care also are crucial to controlling the occurrence of post-
operative wound infection.  Experimental studies indicate that the 
standard povidone-iodine skin preparations reduce local bacterial counts 
to extremely low levels for a number of hours but that counts usually 
return  to previous levels within 8 to 10 hours.  
 
Presence of wound infection has economic as well as personal 
consequences.  Hospitalization is prolonged. The cost of postoperative 
infection must be measured by considering the frequency with which it 
occurs, its economic and medical consequences  The ability of the 
antimicrobial agent to decrease this cost by minimizing infection must be 
balanced against its potential harmful effects, such as toxic or allergic 
reactions and selection of resistant organisms. 
 
For most clean surgery, wound infection rate is so low that the financial 
and environmental costs of antimicrobial prophylaxis probably exceed its 
benefit in most circumstances. However, for procedures involving 
placement of prosthesis (e.g. cardiac valves, vascular grafts, and artificial 
joints) in which infection is unlikely, its occurrence is so detrimental that 
antimicrobial prophylaxis is justified.  
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In this study, since none of the patients developed further septic 
complications, and there was a spontaneous recovery without antibiotic 
treatment, one can conclude that the significance of fever and bacteremia 
after hemorrhiodectomy is trivial.  Considering the very few number of 
patients who had fever postoperatively, preoperative antibiotic 
prophylaxis may not be indicated in hemorrhoidal surgery, as well as 
other anorectal surgery where prophylactic antibiotics are not prescribed. 
Prophylaxis should be limited to patients in whom there is a high risk for 
the development of postoperative infections or when the development of 
infection might be catastrophic. 
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